Summary
Background: Referrals of men to breast assessment clinics are increasing. While most of the men will have benign disease, some of them will have breast cancer. Whichever pathology they have, men should be offered a service tailored to their needs, rather than being 'shoehorned' into a service designed to care for women. This paper explores the psychological impact on men of their condition and of attending a breast assessment clinic. Methods: The literature regarding male experience of breast problems is reviewed, and screening for psychological morbidity is discussed. Results of a survey regarding an all-male breast assessment clinic are reported, with a plan for future research. Results: Many of the 78 men surveyed described negative feelings relating to their condition although they did not want to be seen in an all-male breast assessment clinic if that meant a longer wait. Men reported feelings of anxiety, embarrassment, emasculation and even depression regarding their condition. Conclusions: Men are distressed by gynaecomastia and need psychological support for any breast-related presentation. More formalised research into this area is needed, although the men's distress does not translate into the desire to attend an all-male assessment clinic if this means a longer wait before being seen.
Introduction
In line with other surgical oncology specialties, the emphasis for breast services is the diagnosis and treatment of malignant disease. However, the majority of patients assessed will have benign breast disease. 80% of men attending a breast assessment clinic will have gynaecomastia [1] . Although male breast cancer (MBC) is rare, the number of men being re-going mastectomy as opposed to BCT [22] . Screening has also been shown to elicit emotional responses, most commonly anxiety, but also contemplation regarding mortality [23, 24] . The anxiety response is particularly strong if the patient is called for further testing. This anxiety has been shown to persist to some degree even if the diagnosis is ultimately benign [25] , and to negatively affect the quality of life and treatment outcome [20] , particularly if an anxiety trait is present [26] .
Patients are more likely to mount an anxiety response if they have -multiple medical problems [27] , -trait anxiety as a personality feature [27] , -a higher level of education [27] . -Religion, age and marital status are weakly associated [8] .
Factors affecting emotional response to a breast cancer include [23, 28, 29] -the ability to recognise and express emotions, -a perceived support network, -the development of sustained adaptive coping methods as opposed to maladaptive mechanisms such as alcohol intake, -the ability to manage non-breast disease-related stressors, -a belief system shifting the meaning of the illness
The first 3 points show why male patients may be particularly vulnerable to psychological distress associated with breast disorders, as they are traditionally regarded as having difficulties in these areas. Alexithymia is the inability to recognise and express emotion; traditionally thought a male characteristic, its incidence is actually equal in both sexes at around 10% [30] . Also of note is that women provide and receive more emotional support than men, with most men and women seeing female friends/associates as their main source of support [31] .
Women with breast cancer are known to have greater difficulty in identifying their feelings regarding their disease and in describing them to others than are healthy women. They often feel loss of control and are significantly less likely to use a problem-solving coping strategy, rather tending to adopt one based on the momentary predominant emotion [30] . study (n = 28) revealed that 80% of men attending a breast assessment clinic were unaware that men could develop breast cancer, despite all of them having at least one female blood relative with the disease [15] .
Risk Factors for MBC
The risk factors for MBC are summarised in table 2 [3] .
Gynaecomastia
Whilst a range of conditions make up the clinical caseloads of men referred to a breast clinic [16] , a diagnosis of gynaecomastia is most common. As gynaecomastia is more common amongst the obese, we are likely to see the trend of increased referrals continue in coming years [17] . The authors make use of the Braunstein protocol when assessing a patient with gynaecomastia [18] . Treatment can range from simple reassurance or medical therapy through to mastectomy.
Psychological Impact of Breast Assessment and Disease in Women
Evidence exists for significant psychological morbidity in women with breast disease; the authors postulate that this is likely no different in men. Uncertainty and anxiety is greatest before, but also persists after diagnosis [19] and is universal in breast cancer sufferers [20, 21] 
Psychological Impact of Breast Assessment and Disease in Men
Strength (emotional and physical), muscular development, invulnerability and control are associated with the male psyche in health [31, 32] . Shame, perceived stigma, vulnerability, sadness, anxiety, a sense of unfairness, loneliness and a fear of being marginalised or subordinated within gender hierarchies are all associated with male breast problems, even carriage of the BRCA2 gene [31, 33] . In one study, 43% of men said they would question their masculinity if diagnosed with MBC [34] , and this sentiment is echoed in publications from around the world [35] . The body image is disturbed for men with breast problems and is even worse for those treated with tamoxifen, due to its psycho-sexual side effects.
Breast development is considered a female trait and can lead to a sense of 'spoiled identity' in men with breast disease [32] . Discussing a problem that is not life threatening or a serious sports injury is considered a weakness by some men [31] . Some studies have linked these uncomfortable emotions to the objectification of women, with the female breast often being viewed by men as an erotic organ without significant alternative function [33] .
Most published work regarding the psychological impact of breast disease has focussed on female patients. It must be noted that psychological support is seen as a key feature to managing a female patient with breast cancer, and it is likely that men need no less keen support [36] . In fact, it is known that psychological outcomes are poorer in women undergoing mastectomy versus BCT; men with breast cancer and gynaecomastia, however, are very likely to undergo mastectomy rather than BCT [37] . In studies of men post mastectomy, they report body image disturbance and a reluctance either to bare their chests or even to wear clothing that shows the contour of their chest after mastectomy [38] . Whereas women are likely to actively seek support for their struggle with breast cancer, men are more likely to use concealment or avoidance as a coping strategy. Successful coping strategies for men have included re-assessing or renegotiating their own masculinity [34] .
The chronic inhibition of emotion is felt to be a male characteristic that can negatively impact health outcomes. Under extreme circumstances, the hypothalamic-pituitary-adrenal axis can be disturbed, leading to endocrine and emotional dysfunction with development of psychosomatic illness [30] . Headaches, chronic fatigue, obesity and hypertension are consequences of prolonged emotional suppression [20] .
The timing of the onset of gynaecomastia has also been shown to be relevant to the outcome, with the greatest psychological impact occurring with onset in adolescence as compared with senescence or young childhood [32] . In a study of 284 adult and adolescent male patients, uncomfortable anxiety regarding masculinity, fear of developing breast cancer, insecurity regarding the psycho-social influence of their breast enlargement prompting the 'reproach of effeminacy', and feeling 'unacceptable' were reported.
Adolescents in this group often stated they thought that their breast enlargement was some fault of their own or that their parents had 'wanted a girl' when they were born. Difficulties with parental relationships were often equated to being rejected due to their 'disfigurement'. These patients universally avoided exposure of their chest, and 68% of them described some identification with the female sex, developing passive and dependent behaviours. Depressive and even suicidal ideation was common in the studied group, and mainly in those patients with pendulous gynaecomastia.
Assessment of Anxiety
While breast oncologists detect depression with a sensitivity of 74%, they have low predictive values of when their patients are experiencing psychological distress (30%) and anxiety (27%). A number of standardised assessment tools exist: These vary in their accuracy and may be cumbersome. Based on research into these tools, the literature recommends that a standardised, validated method of assessing anxiety should be used [39] . It remains to be seen which method of assessment is best used, and more research is needed in this area. The authors plan more formalised research into the impact of male breast disease using these tools at a later date.
Management of Psychological Impact of Male Breast Disease
The 1962 study regarding gynaecomastia in adolescence assessed the response to surgery and psychotherapy, each alone and then in combination [32] . Neither worked on their own to decrease psychological morbidity, but they were efficacious in combination. It must, however, be noted that this study had major methodological flaws, without crossover, blinding or controls. The key features to this therapy were to investigate the significance of the disease to the male patient in question, channel their expression of these feelings, alleviate any feelings of guilt or anxiety and to elevate self esteem. Some of the patients had concerns regarding masculine adequacy predating the development of gynaecomastia, and these were compounded by the condition.
Time constraints, lack of knowledge of screening tools and reluctance to explore upsetting issues with patients are reported barriers to care in this area [20] . Times of particular increase in anxiety include medical information giving, treatment decision-making and scheduling surgery if it is to go ahead, and extra care should be taken around these times with patients both male and female.
Robinson [40] speaks of an 'information divide' in male breast care. Now most women expect to be shown photographs Kipling/Ralph/Callanan care nurses (most commonly women) the ideal group to provide this support.
Survey Methods
A questionnaire was developed to assess men's opinions regarding the service they received at the breast assessment clinic, their feelings regarding their condition and whether they would like to wait a little longer than they had done to be seen in a male-only clinic. The authors did not make use of the validated tools for this study as it was felt that the questionnaire would become too cumbersome to allow assessment of both this impact and of the clinic service. Instead, free text and direct questions regarding embarrassment were used to assess psychological morbidity. Further planned studies will use a validated tool. Over 18 months, men completed these forms after conclusion of their breast assessment clinic appointment. All men surveyed had benign disease, save one with ductal carcinoma in situ.
Results
In total, 78 men completed the questionnaires. The results are summarised in table 3.
Discussion and Conclusion
Based on this data, men in Durham do not wish to wait longer than they currently do to be seen in a men-only breast assessment clinic. They feel they receive an excellent or good of what to expect of the appearance of their post-mastectomy wound, information sheets regarding this and their medical adjuncts. Men have expressed concern that they do not have access to such photographs of male patients and as such were unprepared for their new appearance. When they have had access to literature they also report that it is often female specific, discussing effects on periods, how to fit brassieres, amongst other issues they found uncomfortable. Support programmes are sometimes recommended, although some studies say that these are not helpful and lead to poorer quality of life with a minimised, internal attribution of blame and poorer psychological adjustment [29, 33] . Most men reported that, even if group therapy was offered, they would be unlikely to take it up [40] . Reconceptualising one's image of self and of the disease is also considered a useful coping strategy [33] , but more work is needed to determine how to guide this.
The recommendation of the authors is that consideration should be given to the idea that, when attending a breast assessment clinic, men (and women) should undergo assessment with a standardised, validated assessment for psychological morbidity, which will allow targeted therapy and support. Time constraints will mean that a short but effective screening tool must be sought, and the authors propose a role for the distress thermometer as a screening tool [41] . An informal discussion by the specialist breast care nurse may prompt a further discussion of any distress the patient may be experiencing. As male patients mainly rely on female associates for their emotional support, this would make specialist breast The one patient who said 'yes' said 'yes, but no longer wait'. Psychological Impact of Male Breast Disorders 33 empowered them to seek further assessment. The awareness of health professionals regarding male breast problems is key to improving management, and tailoring a service to men with breast problems must be a part of the development of a modern breast service.
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service as it is currently run. Even a crude tool such as the one used has elicited significant psychological morbidity amongst some patients presenting at the clinic, and as such further research using validated tools is indicated: The current tool picks up embarrassment as it is directly asked about, but likely misses some of the subtle findings that a formalised tool would pick up. Future work in the unit will explore this in more depth, and the authors recognise the flaws in this study. Fewer men were embarrassed to come to the clinic than had been embarrassed to attend their general practitioner (GP). It is likely that the GP validated these men's concerns and
